Little is known about how often patients desire and experience discussions with hospital personnel regarding R/S (religion and spirituality) or what effects such discussions have on patient satisfaction. OBJECTIVE, DESIGN AND PARTICIPANTS: We examined data from the University of Chicago Hospitalist Study, which gathers sociodemographic and clinical information from all consenting general internal medicine patients at the University of Chicago Medical Center. MAIN MEASURES: Primary outcomes were whether or not patients desired to have their religious or spiritual concerns addressed while hospitalized, whether or not anyone talked to them about religious and spiritual issues, and which member of the health care team spoke with them about these issues. Primary predictors were patients' ratings of their religious attendance, their efforts to carry their religious beliefs over into other dealings in life, and their spirituality. KEY RESULTS: Forty-one percent of inpatients desired a discussion of R/S concerns while hospitalized, but only half of those reported having such a discussion. Overall, 32% of inpatients reported having a discussion of their R/S concerns. Religious patients and those experiencing more severe pain were more likely both to desire and to have discussions of spiritual concerns. Patients who had discussions of R/S concerns were more likely to rate their care at the highest level on four different measures of patient satisfaction, regardless of whether or not they said they had desired such a discussion (odds ratios 1.4-2.2, 95% confidence intervals 1.1-3.0). CONCLUSIONS: These data suggest that many more inpatients desire conversations about R/S than have them. Health care professionals might improve patients' overall experience with being hospitalized and patient satisfaction by addressing this unmet patient need.
INTRODUCTION
The past 2 decades have witnessed a growing consensus that patients' religious and spiritual concerns often influence their health care decisions. Americans are a highly religious people: 83% report belief in God, 59% attend religious services at least once a month and 73% say they try hard to carry their religious beliefs over into all other dealings in life. 1, 2 Religious and spiritual concerns appear to become especially salient during times of illness, suffering and death. [3] [4] [5] [6] As part of a broader series of movements toward greater patient-centered care, some medical leaders and policy-makers have urged health care systems and providers to give due attention to patients' spiritual concerns. The American Association of Medical Colleges (AAMC) has developed guidelines and educational objectives for courses addressing religion and spirituality (R/S). 7 The Joint Commission on Accreditation of Healthcare Organizations has affirmed that "Physicians, therapists, nurses, and clinical pastoral staff should receive training on the value of spiritual assessment and the tools that should be used to assess a patient's spirituality," and the Joint Commission "requires organizations to include a spiritual assessment as part of the overall assessment of a patient to determine how the patient's spiritual outlook can affect his or her care, treatment, and services." 8 It is not clear how often patients desire and experience discussions with hospital personnel regarding R/S, or what effect such discussions have on patient satisfaction. Research suggests that a substantial proportion of patients, though certainly not all, would welcome greater dialogue with their physicians about their religious concerns, [9] [10] [11] particularly during hospitalization or in the face of impending death. 3, 4 Furthermore, in a recent study of patients with advanced cancer, Balboni et al. reported that patients who received spiritual care from their health care team members both had higher well-being scores and received fewer high-cost, lifesustaining medical interventions at the end of life. 12 In addition, in a large national survey of inpatients, the degree to which staff addressed emotional/spiritual needs was highly correlated with reported overall patient satisfaction. 13 Nevertheless, there has been disagreement about which members of the health care team should ask about and address spiritual concerns. Spiritual care is expected of nurses and is reflected in nursing codes of ethics, nurse education guidelines, and policy documents. 14 Physicians are divided about the appropriateness of inquiring into R/S concerns, though the great majority believes it is appropriate to discuss such concerns when the patient brings them up. 15 Physicians cite personal discomfort, inadequate training, and insufficient time as significant barriers to discussing R/ S with their patients. [15] [16] [17] [18] In addition, some authors have
argued that inquiring about a patient's R/S may be intrusive or even coercive because of the unequal power of physicians in the doctor-patient relationship. 20 Despite the consensus that religious and spiritual concerns are relevant in clinical settings, no studies to date have examined the prevalence of desires for attention to R/S concerns among hospitalized patients and then followed up post-discharge to determine whether these needs were actually met and by whom. Using unique data collected from patients admitted on the general medicine service of a large, urban, academic medical center, we sought to determine the prevalence and predictors of inpatients' desiring to discuss R/S concerns with health care professionals and actually experiencing such discussions. We also examined how experiencing discussions of R/S concerns is associated with patients' ratings of satisfaction with the care they received while hospitalized. We hypothesized that the majority of patients would desire to discuss R/S with their health care providers, but many fewer would experience such discussions, particularly with physicians. We hypothesized that religious patients, and those with more severe illness, would be more likely to welcome and to experience such discussions, and that those whose desire for R/S discussion were met would be more satisfied with the overall care they received in the hospital.
METHODS

Procedure
The University of Chicago collects clinical and sociodemographic variables on all patients admitted to the general internal medicine service. 21 Within 24 h of admission, hospitalized patients are asked by a research assistant that is not affiliated with the clinical team if they would consent to being enrolled in the study. They are also told that participation in the survey will not interfere with or delay their care during their hospitalization. The "Inpatient Interview Survey," which is comprised of 37 items, is then administered in person and takes approximately 15 min. Attempts are made to identify proxy respondents for patients unable to consent to the interview. Participants are asked if they would be willing to participate in a second interview comprised of 55 items, which is administered by telephone 30 days post-discharge.
Key Variables
In January 2006, items were added to the discharge survey to better understand patients' perceptions of their spiritual needs and how these needs are addressed by the health care team. The first item asked, "Some patients would like to discuss religious or spiritual concerns with someone while in the hospital. Was that true for (you/PATIENT)?" (Yes/No). The second asked, "While (you were/PATIENT was) in the hospital, did anyone talk with (you/him/her) about religious or spiritual issues?" (Yes/No), and if the respondent answered yes to this item, we asked "Was it (check all that apply): (a) one of the hospital physicians; (b) a hospital chaplain; (c) a member of (your/his/her) own religious community; (d) someone else." Key predictors were patients' religious characteristics, measures of health status, and demographic characteristics. Religious attendance was measured on the inpatient survey by response to the question, "How often do/did you/patient attend church, synagogue, or other religious meetings?" Responses are collapsed to ≤ once a year, > once a year to a few times a month, and ≥ once a week. This item is from the Duke Religion Index (DUREL). 22 Intrinsic religiosity, the extent to which religion guides or gives purpose to one's life, 1 was measured by agreement or disagreement with the statement, "I try hard to carry my religious beliefs over into all my other dealings in life." Intrinsic religiosity was classified as low if patients disagreed, moderate if they agreed, and high if they strongly agreed. Spirituality was measured by the question, "To what extent do you consider yourself a spiritual person?" and categorized as low if patients answered "slightly" or "not at all" spiritual, moderate if they answered "moderately" spiritual, and high if they are answered "very" spiritual. The latter two items come from the Brief Multidimensional Measure of Religiousness/ Spirituality. 23 Two indicators of health status were included. Self-rated health status was assessed using a question from the Medical Outcomes Study 12-Item Short Form (SF-12), in which patients were asked to rate their own health on a scale from 1 to 100. In addition, Charlson Comorbidity Index scores were calculated from hospital administrative data using a 1-year look back. 21, 24 The Charlson Comorbidity Index is a measure of the severity of comorbid diseases, with higher index scores predicting higher cumulative mortality attributed to comorbid diseases. 24 Hospital administrative data provided information on age, race, and length of hospital stay. For simplicity of analysis and presentation, both of these measures were converted to ordered categorical variables. Finally, we used questions from the Picker-Commonwealth patient satisfaction survey 25, 26 to assess patient satisfaction regarding the care patients received during their hospitalization. The first item asked, "How satisfied (were you/was PATIENT) with the care received from (your/his/ her) doctors, during (your/his/her) hospital stay?" (extremely satisfied/somewhat satisfied/somewhat dissatisfied/extremely dissatisfied). The second item asked, "Did (you/ PATIENT) have confidence and trust in the doctors treating (you/him/her)?" (yes, always/yes, sometimes/no/don't know). The third item asked, "How would (you/PATIENT) rate the overall coordination and teamwork among the doctors and nurses who cared for (you/PATIENT) during (your/his/her) hospital stay?" (excellent/very good/good/ fair/poor/don't know). The last item asked, "Overall, how would (you/PATIENT) rate the care you received at the hospital?" (excellent/very good/good/fair/poor/don't know).
Statistical Analysis
After generating descriptive statistics, we used chi-square tests to examine bivariate associations between each criterion measure and both desiring and experiencing a discussion of R/S concerns. We then used multivariate logistic regression to determine whether associations remained significant after controlling for covariates (multivariable models included all variables listed in the first column of Table 3 ). We repeated these analyses post hoc for the outcome of having an unmet desire for discussion. We then conducted parallel analyses to measure unadjusted and adjusted associations between having a discussion or R/S issues and each of the four measures of patient satisfaction. All statistical analyses were performed using Stata/SE10.0 (Stata Corp., College Station, TX). This study was approved by the University of Chicago Institutional Review Board.
RESULTS
Study Participants
Between January 2006 and June 2009, 11,620 patients were approached to be enrolled in the study; 1,671 declined to participate, and 6,808 were enrolled but did not complete the post-discharge questions regarding discussions of spiritual concerns. The present study focuses on the 3,141 patients who answered at least one of questions about desiring and/or having a discussion regarding R/S issues. Their characteristics are listed in Table 1 .
Discussions of Spiritual Issues in the Hospital
Forty-one percent of patients (n=1,135) reported that they would have liked to discuss religious or spiritual concerns with someone while in the hospital, and 32% (n=889) indicated that some such discussion did occur. Among the latter, 8% (n=70) spoke with a physician, 61% (n=541) spoke with a chaplain, 12% (n=109) spoke with a member of their own religious community, and 12% (n=107) spoke with someone else. As shown in Table 2 , patients who desired discussions of spiritual issues, and those who had them, did not entirely overlap. In fact, half (561/1,135) of the patients who desired a discussion did not have one (this group represents 20% of patients overall), and one in four (315/1,633) patients who did not desire a discussion had one anyway (11% of patients overall). Table 3 displays the likelihood (percentage) and odds of having wanted to discuss religious or spiritual concerns, and actually having discussed such concerns, stratified by patient characteristics. Marital status and length of hospital stay were not significantly associated with either outcome and were excluded from the table. 
Predictors of Wanting to Discuss R/S Concerns
In adjusted analyses, desiring a discussion of R/S concerns was significantly associated with being 61-70 years old (OR, 95% CI=1.5, 1.1-2.1 compared to ≤40 years), having less education (OR's 0.6-0.7, 95% CIs 0.5-0.9 comparing those with at least a high school degree to those without), having experienced severe pain (OR, 95% CI=1.3, 1.0-1.6 compared to no pain), and being more religious or spiritual by any of the three measures.
Predictors of Having Discussed R/S Concerns
Having discussed R/S concerns with someone in the hospital was associated with age (compared to age ≤40 years, OR, 95% CI = 1.4, 1.0-1.9 for 51-60 years; 1.5, 1.1-2.1 for 61-70 years; and 1.4, 1.1-1.9 for >80 years), race (OR, 95% CI=0.7, 0.5-0.8 for blacks compared to whites), having less education (e.g. OR, 95% CI=0.7, 0.6-1.0 for college degree compared to no high school degree), having experienced severe pain (OR, 95% CI= 1.5, 1.2-1.8 compared to no pain), having a Charlson Comorbidity score of 1 (OR, 95% CI=1.3, 1.0-1.6 compared to 0), and having higher intrinsic religiosity (ORs 1.4-1.5, 95% CIs 1.0-2.0 for moderate and high religiosity compared to low). Table 4 displays the likelihood of having an unmet desire for discussing religious and spiritual concerns, stratified by patient characteristics. Patients who were more intrinsically religious or spiritual were also more likely to have an unmet desire for discussion (OR, 95% CI=1.7, 1.0-2.7 for high religiosity compared to low and moderate; ORs 1.6-1.8, 95% CIs 1.1-2.8 for moderate and high spirituality compared to low). Table 5 presents the associations between whether patients' spiritual concerns were discussed and each of four different measures of patients' satisfaction with the care they received in the hospital. These analyses are further stratified by whether or not the patient had desired such a discussion.
Discussions of Spiritual Concerns and Patient Satisfaction With Care
After adjustment for other covariates, patients who reported having discussed spiritual issues with someone while in the hospital were significantly more likely to give superior ratings on all four satisfaction measures, regardless of whether or not they had desired such a discussion (odds ratios ranged from 1.4 to 2.2, 95% confidence intervals 1.1-3.0).
In a final post-hoc analysis, we found that the discipline (physician, chaplain, religious community, other) of the person with whom the patient discussed R/S issues was not significantly associated with ratings of satisfaction on any of the four measures (p>0.2 for all).
DISCUSSION
Among inpatients at a large urban medical center, 41% desired a discussion of R/S concerns while hospitalized, and only half of those (and 32% of inpatients overall) reported having such a discussion. Importantly, those who discussed their spiritual concerns were more likely to have very positive assessments of their inpatient stay.
Our finding that only 41% of patients wanted to discuss religious or spiritual concerns with someone while in the hospital is comparable to a prior study of family medicine inpatients in which 37% said they wanted to discuss their R/S beliefs with physicians more frequently. 27 We expected the percentage to be somewhat higher given that our patient population included a large percentage of patients who were women and Black/African-American, 3,27-29 both of which are associated with higher levels of R/S belief. The relatively low percentage may reflect other factors particular to the patients found in this one medical institution. Of those patients who indicated that they did have a R/S discussion with someone during the hospitalization, the discussion usually occurred with a hospital chaplain. Only 8% reported having discussed R/S concerns with a physician. This is comparable to a previous study of family medicine inpatients where 12% reported that physicians had discussed their religious beliefs with them. 27 The generally low prevalence of physicians discussing R/S with patients stands in contrast to surveys indicating that physicians believe they should be aware of patients' spirituality (84.5% of physicians at teaching hospitals in Monroe's study). 30 While physicians can become aware of these R/S needs by reading a chaplain's chart note, or talking with the patient's friends and family, this may not adequately replace face to face conversations about R/S matters. Our study indicates that, according to patients, there is ample room for physicians and other health care professionals to engage them in conversations about R/S concerns. Moreover, with only a third of patients reporting a discussion of their R/S concerns, it would seem that the Joint Commission's goal that all patients receive a spiritual assessment is far from being attained and that there is room for further training of clinicians. 4, 8 While it is intuitive that religious and spiritual patients would be more likely to desire and to engage in conversations about R/S concerns, it is perhaps not as obvious why patients in severe pain would be more likely to desire and to have conversations about R/S. Perhaps these patients have more advanced disease, and as a result are thinking more about life and death questions that religion and spirituality often address. Alternatively, patients may cope with uncontrolled pain by drawing on religious and spiritual resources. 31 Patient race, age, and gender were all associated with having discussed R/S issues with someone while hospitalized. Blacks/African-Americans were slightly less likely to report having had discussion of spiritual concerns, indicating that racial and ethnic disparities in health care may include disparities in spiritual care. Women and older patients were more likely to discuss R/S concerns, a finding consistent with Johnson's report that women and older people have stronger spiritual beliefs. 28 Although these associations are intriguing, they do not seem large enough to warrant singling out any of Table presents characteristics significantly associated (at p<0.05) with one or both criterion variables *N counts vary slightly by analysis due to partial non-response †Odds ratios (95% confidence intervals) from multivariate logistic regression, after adjustment for sex, age, race/ethnicity, marital status, education level, self-rated health score, and religious characteristics ‡p<0.05 these categories from broader efforts to address patient's R/S concerns.
Patients who had religious and spiritual discussions during their hospitalization were more likely to give a positive assessment of their care. This was true even for patients who did not initially desire a discussion of their religious or spiritual issues. These findings are consistent with but also augment the findings of Clark et al., whose analysis of the 2001 Press Ganey National Inpatient data (n =1,732,562) demonstrated that there is a high association between the "degree to which staff addressed emotional/spiritual needs" and "overall patient satisfaction." 13 (Clark also reported that emotional and spiritual needs ranked second on the National Inpatient Priority Index from 1998-2001. 13 ) Clark combined emotional and spiritual needs, noting, "those needs directly involved a range of emotions experienced during hospitalization, including search for meaning, transcendence, desire to maintain formal religious practices, alleviating fear and loneliness, and the presence of God." 13 In contrast, our measure focused specifically on talking to patients about religious and spiritual issues, suggesting that for many patients it may not be enough to address emotional concerns without specifically asking about R/S issues. Another possible explanation for these patients' high ratings of satisfaction is that reporting having had R/S discussions is a proxy for greater overall coordination of care or for more comprehensive, multidisciplinary care. It may also reflect better communication among all members of the health care team.
This study has limitations. The study population was large, but necessarily excluded numerous patients who declined to participate or did not complete all aspects of the study. Discussions of R/S issues are known only by patient selfreport. Chart reviews or direct observations would help provide a fuller account of what sorts of discussions actually took place. Social desirability bias can affect survey responses, especially with survey items addressing satisfaction ratings. We are not able to assess causality, and can only infer associations. Drawing patients from a single medical center limits our ability to generalize the findings to other patient populations.
CONCLUSION
These data suggest that many more inpatients desire conversations about religious and spiritual concerns than actually experience such conversations. Patients who desire such conversations tend to be more religious and/or spiritual, to have less education, and to have experienced severe pain. Moreover, patients who discussed their R/S concerns during their inpatient stay reported higher levels of satisfaction with the medical care they received, even when they did not actively seek a discussion of their R/S concerns. As such, the study suggests that physicians, nurses, health care organizations, and pastoral care departments may address an unmet need and simultaneously improve patient satisfaction by talking to patients about R/S concerns in the inpatient setting.
